Background: Many smokers have undiagnosed chronic obstructive pulmonary disease (COPD), and yet screening for COPD is not recommended. Smokers who know that they have airflow limitation are more likely to quit smoking. This study aims to identify the prevalence and predictors of airflow limitation among smokers in primary care.
Introduction
Chronic obstructive pulmonary disease (COPD) is a major cause of mortality with increasing incidence. The World Health Organisation predicts that COPD will become the third major cause of global death by 2030 (1). COPD is not curable but it is treatable and preventable (1) (2) (3) . Unfortunately, it is often underdiagnosed (3-5) and therefore untreated as a result (6) . In Malaysia, the prevalence of current smokers is 22.8%, and it is estimated study, smoked either every day or on some days. (16)
Survey Instruments and Administration
Written consent was obtained from all participants. A two-step case-finding strategy was used. (Figure 1) Step 1: Questionnaire A face-to-face interview was carried out to obtain relevant information from patients after a clear explanation of each question in the questionnaire. The questionnaire consisted of the following:
(a) Basic demography: age, gender, ethnicity, educational level, income, weight and height.
(b) Smoking history: duration of smoking, number of cigarettes per day and if they had made any previous attempts to quit.
(c) Fagerström test (17) This is a standard instrument designed to assess the intensity of physical addiction to nicotine. The questionnaire consists of six items which evaluate the quantity of cigarette consumption, the compulsion to use and dependence. The items are summed to yield a total score of 0-10. The higher the total score, the more intense the participant's nicotine dependence (17) .
(d) Awareness of chronic obstructive pulmonary disease (COPD) Subjects were first asked if they had heard of COPD before; if the answer given was "no", the researchers would then describe COPD with a standardised phrase explaining COPD as "narrowing of the airways commonly caused by smoking." (e) "Readiness to quit smoking" using Prochaska and DiClemente's Stages of Change model (18) This model is a component of the transtheoretical model of behaviour change (TTM). The stages are classified as: precontemplation (currently smoking and not planning to give up), contemplation (currently smoking with a desire to give up smoking but not in the next month), preparation for action (currently smoking that nearly five million Malaysians aged 15 years and above smoke (7). The published prevalence of COPD in Malaysia is comparatively low at around 3.4% to 6.5% (8) .
Screening for COPD remains controversial. The US Preventive Services Task Force (USPSTF) recommended against screening for COPD in asymptomatic adults, justified by the lack of evidence in net patient benefit and cost effectiveness in screening (9) . However, some experts have supported early detection of COPD before patients recognise their symptoms (3, 10, 11), and the current findings favour targeted case finding (3, 11, 12) rather than population screening. In particular, active case finding is more cost-effective when compared with opportunistic case finding (5) . Nevertheless, the best approach for such COPD case-finding strategies is yet to be established.
The current understanding is that a firm diagnosis of COPD is not necessary in smokers (3, 9). In addition, we also know that quitting smoking is the only option to prevent COPD (2) and smokers who know they have airflow limitation are more motivated to quit smoking (13) (14) (15) .
This study aimed to determine the prevalence and predictive factors for airflow limitation among current smokers in primary care. We utilised a two-step case finding strategy by using a screening questionnaire and an affordable pocket spirometer to detect airflow limitation, targeting current smokers.
Methods

Study Design and Participants
This is a cross-sectional study registered and approved by Medical Research Ethics Committee of the Ministry of Health Malaysia (NMRR ID: 31737). It was conducted at the primary care clinic (outpatient clinic) of Penang General Hospital. In August to October 2016, all patients ≥ 40 years old who attended the primary care clinic were screened consecutively. Eligible participants were current smokers who had no known lung disease or acute respiratory problem and were not pregnant. In addition, subjects must have been able to perform all study-related protocols, including a technically acceptable pulmonary function test. Current smokers were defined as participants who smoked at least 100 cigarettes, including rolled cigarettes, pipes and cigars in their lifetime and who, at the time of attempt again until a good quality blow was obtained. Subsequently, the best readings of three valid attempts were recorded. Airflow limitation was defined as FEV₁/FEV₆ ratio< 0.75 or FEV 1 < 80% predicted (23) .
(b) Diagnostic spirometry using Spirolab II Participants who were found to have airflow limitation were then referred to the respiratory unit at Penang General Hospital for diagnostic spirometry. COPD was diagnosed when FEV 1 /FVC < 0.70 (9) .
Statistical Analysis
All data were entered into Microsoft Excel. Data cleaning, exploration and analysis were performed using Stata/SE Version 13 (24) . Means [standard deviation (SD)] were reported for continuous variables. Frequencies and proportions were reported if data were categorical variables. The logistic regression analyses were conducted to predict the risk associated with the positive pocket spirometry outcome. Simple logistic regression assessed the univariable effect of possible predictors to the outcome. Variable selection for consideration of multiple logistic regression model was based on the principles of a) fit [variables that showed statistically significant bivariate association with the outcome at P < 0.25 (25) ] b) parsimony, and c) biological plausibility [variables with a potential clinically significant association with the outcome, such as gender (26, 27) and marital status (27) ]. The final model produced adjusted odds ratios [95% confidence interval (CI)]. The fitness of the model was also assessed.
Results
Characteristics of the Participants
Of the 402 participants who were eligible, 66 of them refused. The main reasons for refusal were time constraint and shyness. A further 36 participants were excluded because of inability to perform technically acceptable pocket spirometry. A final sample of 300 was recruited ( Figure 1 ).
The majority (95.33%) of the participants were male and only 4.67% were female. The mean age was 58.35 (SD 10.30) years old. The average body mass index (BMI) was 24.55 (SD 5.11). More than half of smokers had monthly income less than RM1000 (54.67%).
and planning a quit attempt in the next month), action (had smoked in the past year but were no longer smoking), maintenance (had smoked sometime in the past but not in the previous year). The "action" and "maintenance" stages were not applicable in this study because all subjects were current smokers.
(f) Lung function questionnaire (LFQ) (19, 20) This is a validated (20) questionnaire consisting of questions which captured information such as frequency of chesty cough, wheezing and dyspnoea during physical activity, years of smoking and age of the patients; a five-point Likert scale was used. Hence, the total score could range from 5 to 25. A score 18 or less suggests an increased risk of COPD (19) .
Step 2: Lung function assessment Upon completion of the questionnaire, participants would then proceed to the lung function assessment as follows:
(a) Assessment of airflow limitation using a pocket spirometer, COPD-6 (Model 4000 Vitalograph, Ennis, Ireland)
The Vitalograph COPD-6 measures forced expiratory volume in first seconds (FEV 1 ), forced expiratory volume in first six seconds (FEV 6 ), FEV 1 % and FEV 1 /FEV 6 . It is an effective and validated option to detect airflow limitation and to diagnose COPD (21) in primary care. To ensure the validity of the study, all six investigators of the team underwent training using an online training video (22) and all pocket spirometry devices were calibrated before data collection. In addition, pilot testing involving 20 participants was carried out to ensure competency and consistency amongst the investigators in mastering the study instrument.
Explanations and demonstrations were done for every subject before they attempted. A forced expiration for at least six seconds with minimal air leak was considered a good quality blow, guided by the blow quality indicator on the device. If an exclamation mark (!) appeared, indicating the blow was not of good quality, the participants would be required to
Prevalence and Predictors of Airflow Limitation
When screened with the pocket spirometer, 139 participants (46.33%) were found to have airflow limitation. Of these, 23 refused diagnostic spirometry and thus 116 proceeded to undergo diagnostic spirometry. Subsequently, 28 participants (9.3%) were diagnosed with COPD ( Figure 1 ).
Using multiple logistic regression, the analysis was carried out by backward stepwise and forward selection, then the enter method was performed for the chosen and clinically significant variables. Models were compared based on R 2 value (the percentage of variance in the outcome explained by the model), level of significance, percentage of outcome categories correctly explained and number of significant The mean smoking history was 34.56 (SD 25.23) pack-years (Table 1) . Nearly two-thirds of our participants had previously attempted to quit (63.00%). The Fageström test showed more than half of the participants had very low addiction (33.33%) and low addiction (26.00%). About one quarter of the participants had high (16.67%) and very high addiction (10.33%). In the Prochaska and DiClemente's Stages of Change model for the intention to quit smoking, only one out of five patients were in the preparation for action stage (19.33%). The majority reported being at the pre-contemplation stage (68.33%) and contemplation stage (12.33%). Awareness of COPD was low with 71.33% of participants having never heard of COPD before. 79.67% were identified as being at risk of COPD with an LFQ score ≤ 18. Step 1: Screening questions n = 300 Lung Function Quesionnaire (LFQ)
Step 2: Screening spirometry (COPD6 Vitalograph) n = 300 Smoking cessation is the only effective "treatment" for those at risk and undiagnosed COPD patients. It decreases risk of developing COPD by about half (2). All smokers should of course be counselled to stop smoking, but the reality is that smoking cessation is challenging in that it has low yield in terms of the quit rate. Studies have shown that patients who were told that they have airflow limitation and who undergo more intensive smoking cessation are more likely to quit (14) . Even worrying about COPD itself can increase a smoker's motivational level to stop smoking (15, 32) . Programmes involving the detection of new COPD cases could lead to higher smoking cessation rates (14) . Similarly, a qualitative study reported that the majority of smokers agreed that measuring and confronting them with their lung function was justifiable in helping with attempts to quit (15, 33) .
In Malaysia, diagnostic spirometry testing for COPD is available mainly in tertiary settings. The cost of a pocket spirometer (Vitalograph) is less than 1/10 the cost of a diagnostic spirometer (Spirolab). It is sufficiently affordable for all general practitioners to detect potential COPD patients. SEARCH 1, a prospective cluster of randomised trials, used the COPD-population screener (COPD-PS) questionnaire, which contained similar questions as the LFQ used in this study. Together with a pocket spirometer, this increased COPD diagnostic yield by 1.16% in 8 weeks (34) . Thus, we believe that the outcome of this two-step screening ( Figure 1 ) has a potential role as a motivational tool for smoking cessation. Similarly, primary care doctors may be more likely to counsel patients for additional smoking cessation therapies based on spirometric findings.
A new finding in this study is that Indian ethnicity is a risk factor for COPD when compared with Malays and Chinese. Studies have suggested that COPD risk varies by ethnicity. For example, the white population has a higher prevalence of COPD when compared with South Asian and black patients. (35) Two other predictors for airflow limitation were smokers with an LFQ score ≤ 18 and a prolonged smoking history in pack-years. The elements in these predictors are consistent with previous research evidence (36) .
Discussion
To the best of our knowledge, this is the first study to perform a risk assessment for COPD on current smokers in Malaysia. We found a high prevalence of airflow limitation. The predictors of airflow limitation were Indian ethnicity, LFQ ≤ 18 and a long smoking history in pack-years. In addition, the awareness of COPD and the intention to quit smoking were both low among current smokers. Such findings should alert us to look out for more smokers who are at a high risk of COPD and subsequently to raise their awareness and to motivate them to quit smoking.
Compared with a local study published by Ching and colleagues, (28) the prevalence of airflow limitation in our participants was higher (46.3% versus 10.6%). It is important to note that we recruited from only current smokers and not the general population. Furthermore, our study population included heavier smokers (34.56 versus 20.4 pack-years) and was older (58 versus 54 years old). These are known risk factors for COPD.
A lifelong smoker will have at least one in two chances of developing COPD (2). Indeed, one in two current smokers in our study population had undiagnosed airflow limitation detected using a pocket spirometer. The two main reasons for the underdiagnosis of COPD have been reported as the underutilisation of spirometry by doctors and the ignorance of patients regarding the signs, symptoms and risk factors (3). Awareness of COPD among the smokers in this study was low, with 71.3% having not heard of COPD before. As a result, individuals at risk may not seek attention for diagnosis and treatment. Many smokers attribute their respiratory symptoms to part of the aging process (29) or a lack of fitness. Some regard their condition as a natural side effect of tobacco cigarettes smoking instead of COPD itself. The Global Initiative for Chronic Obstructive Lung Disease (GOLD) (30) states, "A diagnosis of COPD should be considered in any patient who has dyspnoea, chronic cough or sputum production and a history of exposure to risk factors". In reality, the presentation of COPD symptoms to family doctors is poor. The current recommendation to not screen asymptomatic patients should therefore be interpreted with caution in those who are not truly asymptomatic but are at higher risk for COPD (31) . Primary care doctors could therefore play a pioneering role in addressing
The limitations of this study should be noted. Post-bronchodilator spirometry was not performed to confirm the diagnosis of COPD. In addition, not all the participants in this study underwent diagnostic spirometry; only those with airflow limitation did. This potentially missed some underdiagnosed cases. Therefore, the prevalence of COPD in this study should be interpreted with caution. However, it be noted that smokers with known respiratory problems, especially asthma, were excluded in this study and hence cases of reversible airflow obstruction were therefore minimised. Lastly, the performance of our multiple logistic regression model was relatively low. Perhaps there are other predictors outside the scope of this study to consider.
This study was done in a primary care clinic within a hospital setting. There is a need to obtain prevalence from other populations such as community clinics to triangulate the findings of this study. Further studies using the same method, preferably at multiple cross-sectional sites, is recommended. Finally, cohort studies to determine the outcomes of intervention related to COPD risk assessment would be useful.
Conclusion
Although it has been well-established that screening for COPD is not recommended as long as patients are asymptomatic, patients do not generally present themselves to their doctors with "symptoms", and therefore COPD is underdiagnosed. In this sample, about half of the smokers suffered from airflow limitation. In addition, their awareness of COPD and intention to quit smoking were low. Therefore, identifying airflow limitation as a motivator to quit smoking is justified for COPD prevention.
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